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STATMENT OF LICENSURE VIOLATIONS:
Section 300.650 Personnel Policies

d) The facility shall check the status of all
applicants with the Health Care Worker Registry
prior to hiring.

This requirement is not met as evidenced by:

Based on interview and record review the facility
failed to check the status of all employment
applicants on the Health Care Worker Registry
prior to hiring. This failure has the potential to
affect all 29 residents residing in the facility.

Findings include:

The facility Abuse Policy dated as reviewed
3/2016 documents "Conduct pre-employment
screenings of employees..." The Hiring Transfers
and Promotions policy dated 12/2013 documents
"...an applicant who is not a current employee
must..complete...criminal background
check..before the applicant is hired
policy does not address checking all employees
status on the Health Care Worker Registry prior
to hiring.

The undated list of new employees documents
the following:

E16, Therapy was hired on 4/13/16.
E14, Food Services was hired on 4/27/16.
E15, Housekeeping was hired on 5/16/16.
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On 6/8/16 at 10:15am E13 verified that E16, E14
and E15's status was not checked on the Health
Care Worker Registry prior to hiring. E13 stated,
E16, E14 and E15's status on the registry was
checked 6/8/16.

E13 stated they are only checking the status of
Certified Nurse Aides on the Nurse Aide Registry
(Health Care Workder Registry) prior to hiring,
not any other new employees.

On 6/9/16 at 10:35am EZ2, Director of Nursing and
E1, Administrator verified that E16, E14 and E15
could potentially work on the unit. E{ stated that
E15 no longer works here, but did train on the
unit.

The Resident Census and Conditions of
Residents form dated 6/6/16 documents of
residents documents that 29 residents reside in
the facility.
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